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ABSTRACT 
Dry socket or alveolar osteitis or sicca Dolorosa is commonly associated complication following extraction of third molars.  
Hindrance of the clot within the extraction socket which disrupts healing process is the basic phenomena happened in dry 
socket. The correct etiology of sicca Dolorosa remains unclear but it allied with severe postoperative pain and discomfort to 
the patient. Therefore we aim to review this article which gives a brief overview of the clinical features, etiology and the 
management of dry socket. 
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ry socket is most commonly associated 
complication following extraction with an onset 
at 2
nd
 to 4
th
 days after surgery [1]. Crawford first 
described the term “Dry socket” in 1896 [2] since then, 
various terms used to depict to this complications, such as 
“alveolar osteitis”, “alveolitis”, “localized osteitis”, 
“alveolitis sicca Dolorosa", “localized alveolar osteitis”, 
“fibrinolytic alveolitis”, “septic socket”, “necrotic socket”, 
and “alveolalgia”[3–5]. Various definitions of AO have 
been reported but currently, AO defined as "postoperative 
pain inside and around the extraction site, which increases 
in harshness at any time among the first and third day after 
extraction, escorted by a partial or complete loss of blood 
clot within the alveolar socket” [3]. The correct etiology of 
dry socket remains unclear but it allied with severe 
postoperative pain and discomfort to the patient. Hence we 
aim to review this article which gives a brief overview of 
the clinical features, etiology and the management of dry 
socket. 
CLINICAL FEATURES 
The chief clinical feature of dry socket is a drain socket 
without a blood clot and exposed bone. Sometimes socket 
may also plug with food debris and saliva mixture [6]. 
Pain usually starts 2-3 days after extraction which fluctuate 
in the rate of recurrence, intensity and sometimes emits to 
the ear and neck, foul smell and bad taste in mouth and 
edema on surrounding gingival with lymphadenitis [7]. 
     ETIOPATHOGENESIS 
A partial or complete loss of blood clot from the extraction 
site is a characteristic feature of dry socket [8]. Although 
the precise etiology remains unclear according to various 
published research several local and systemic factors are 
responsible for that. The occurrence of dry socket in 
female patients is up to 4.1% whereas in the male is 0.5%, 
it shows females have a high predilection of AO than men. 
The changes in endogenous estrogens during the menstrual 
cycle that activate the fibrinolytic system are responsible 
for an increased incidence of dry socket in females. Hence 
menstrual cycle should be taken as consideration before 
the forecast of any surgical procedure including extraction 
[9,10].  A range of micro-organism also involved in the 
etiopathogenesis of a dry socket including 
enterococcusstreptococcus viridians, streptococcus, 
bacillus coryneform, proteus vulgaris, pseudomonas 
D 
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aeruginosa, citrobacter freundii, and Escherichia coli. 
Actinomyces viscosus and streptococcus mutans lead 
delayed wound healing of the extraction socket and 
anaerobic microorganisms are responsible for fibrinolytic 
activity which is a foremost factor in the etiology of dry 
socket. A study by Rodrigues MT et al showed that 
capnocytophaga ochracea, fusobacterium nucleatum, 
prevotella melaninogenica, streptococcus anginosus, 
treponema socranskii, and streptococcus sanguis produced 
a higher amount of C- reactive protein which is liable to 
spread the infection and disturb the repair process [11]. 
Osteomyelitis also a contributor in factor in the etiology of 
dry socket a study by Krakowiak PA reported that the 
healing process delayed when extraction sites were 
previously affected by osteomyelitis [12].  
Smoking, trauma during surgery, single extractions, age, 
gender, medical history, site of extraction, amount of 
anesthesia used before surgery, operator experience, 
duration of surgical procedure,  antibiotics use prior to 
surgery and complexity of the surgery are some important 
risk factors associated with etiopathogenesis of dry socket. 
According to Bortoluzzi MC et al, the incidence of a dry 
socket with more pain associated traumatic surgeries and 
smoking found to be associated with the development of 
postoperative complications [13]. According to Abu 
Younis MA et al smoking, surgical trauma and single 
extractions are common predisposing factors in the 
incidence of dry socket [14].  A study by Eshghpour M et 
al found that the incidence of dry Socket was significantly 
associated with smoking, the complexity of the surgery, 
length of surgery, and a number of capsules used to reach 
anesthesia [15].  
According to a study Momeni H et al females are at high 
risk of AO than males and the ratio of the mandible to 
maxilla was 2.5 to1 and mandibular third molars were 
more often involved than other teeth, trauma, poor oral 
hygiene, and smoking had increased the incidence of dry 
socket [16]. Contraceptive pills are amplified the incidence 
of dry socket, a study by Eshghpour M et al reported that 
females using oral Contraceptive revealed a significantly 
greater frequency of AO compared with nonusers [17].  
According to Al-Sukhun J et al ibuprofen significantly 
allied with the etiology of dry socket [18]. Surgical 
procedure including flap design also affects the occurrence 
of AO, as per Haraji et al modified triangular flap 
decreases the incidence of Alveolar Osteitis more than the 
buccal envelope flap [19].  
PREVENTION OF DRY SOCKET 
Medical, dental history, laboratory and 
physicalexamination are contributing factors which 
determine the incidence of dry socket. Thus for prevention, 
a thorough dental and medical history should be recorded. 
The habit of smoking should be ruled and the dentist 
should request the patient not to smoke at least 48 hours 
after extraction. Several treatment modalities had been 
advocated to reduce the incidence of dry socket e.g. use of 
antiseptic mouthwashes, antifibrinolytic agents, 
antibiotics, steroids, clot supporting agents and intra 
alveolar dressings [4,5].  A study by Field et al observed 
that the incidence of dry socket decreased with the 
irrigation of 0.2% CHX digluconate [20].   
MANAGEMENT OF DRY SOCKET 
Irrigation helps in the management of dry socket it 
removes the debris and bacteria from the exposed bone 
surface. Irrigation with warm saline solution, sodium 
perborate, and iodoform are very effective. Advised the 
patient to maintain good oral hygiene with the help of 
rinsing by warm saline gives additional benefits [21,22]. A 
study by Kansakar N showed that if intermittent 
debridement was performed in dry socket management the 
duration of treatment is less as compared with those who 
treated traditionally.  
Penicillins, clindamycin, erythromycin, and metronidazole 
are effective in the management of AO [23-25]. Topical 
application with a mixture of Hydrocortisone and 
Oxytetracycline mixture notably decrease the incidence of 
AO after the removal of impacted mandibular third molars. 
The preferred option of analgesics includes nonsteroidal 
anti-inflammatory drugs and narcotic based like codeine 
[8]. (LLLT) augments the speed of wound healing and 
reduces inflammation it applied after irrigating the socket 
with continuous-mode diode laser irradiation (808 nm, 100 
mW, 60 seconds, 7.64 J/cm2) [26]. Surgical intervention 
of dry socket includes curettage but it is not usually 
recommended due to the induction of extra pain. It starts 
with the administration of anesthesia, surgical debridement 
of socket followed by closure of flap [14].  
CONCLUSION 
Dry socket or alveolar osteitis is a widespread problem in 
dentistry various factors such as age, gender, site of 
extraction, the complexity of extraction, medical and 
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dental history and smoking should be ruled out before 
undergone any surgical procedure. Although the exact 
etiology of dry socket is not clear with a little precaution, 
we can able to reduce the incidence of dry socket. 
REFERENCES 
1. Noroozi AR, Philbert RF. Modern concepts in 
understanding and management of the “dry socket” 
syndrome: Comprehensive review of the literature. Oral 
Surg Oral Med Oral Pathol Oral Radiol Endod. 
2009;107(1):30-5. 
2. Crawford JY. “Dry socket,” Dental 
Cosmos.1896;38:929-31. 
3. Blum IR. “Contemporary views on dry socket (alveolar 
osteitis): a clinical appraisal of standardization, 
aetiopathogenesis and management: a critical review,” 
Int J Oral Maxillofac Surg. 2002;31(3);.309–317. 
4. Lagares DT, Serrera-Figallo MA., Romero-Ru´ız MM et 
al. “Update on dry socket: a review of the literature,” 
Medicina Oral, Patologia Oral y Cirugia Bucal. 
2005;10(1):77–85. 
5. Alexander R. E. “Dental extraction wound management: 
a case against medicating postextraction sockets,” Int J 
Oral Maxillofac Surg. 2000;58(5):538–551. 
6. Bowe DC, Rogers S, Stassen LF. The management of 
dry scocket/alveolar osteitis. J Ir Dent Assoc. 
2011;57(6):305-310.  
7. Swanson AE:A double blind study on the effectiveness 
of tetracycline in reducing the incidence of fibrinolytic 
alveolitis. Int J Oral Maxillfac Surg. 1989;47:165.  
8. Blum IR: Contemporary views on dry socket (alveolar 
osteitis): A clinical appraisal of standardization, 
aetiopathogenesis and management: A critical review. Int 
J Oral Maxillofac Surg. 2002;31:309. 
9. Kolokythas A, Olech E, Miloro M. Alveolar osteitis: a 
comprehensive review of concepts and controversies. Int 
J Dent. 2010; 20(10):1-13. 
10. Torres-Lagares D, Serrera-Figallo MA, Romero-Ruiz 
MM, et al. Update on dry socket: a review of the 
literature. Med Oral Patol Oral Cir Bucal. 2005;10(1):81-
85;77-81. 
11. Rodrigues MT, Cardoso CL, Carvalho PS, et al. 
Experimental alveolitis in rats: microbiological, acute 
phase response and histometric characterization of 
delayed alveolar healing. J Appl Oral 
Sci. 2011;19(3):260–68.  
12.  Krakowiak PA. Alveolar osteitis and osteomyelitis of 
the jaws. Oral Maxillofac Surg Clin North 
Am. 2011;23(3):401–13. 
13. Bortoluzzi MC, Manfro R, De Dea BE, et al. Incidence 
of dry socket, alveolar infection, and postoperative pain 
following the extraction of erupted teeth. J Contemp 
Dent Pract. 2010;11(1):E033–40.  
14. Abu Younis MH, Abu Hantash RO. Dry socket: 
frequency, clinical picture, and risk factors in a 
palestinian dental teaching center. Open Dent 
J. 2011;5:7–12.  
15. Eshghpour M, Nejat AH. Dry socket following surgical 
removal of impacted third molar in an Iranian 
population: incidence and risk factors. Niger J Clin 
Pract. 2013;16(4):496–500.  
16. Momeni H, Shahnaseri S, Hamzeheil Z. Evaluation of 
relative distribution and risk factors in patients with dry 
socket referring to Yazd dental clinics. Dent Res J 
(Isfahan). 2011;8(1):S84–S87.  
17. Eshghpour M, Rezaei NM, Nejat A. Effect of menstrual 
cycle on frequency of alveolar osteitis in women 
undergoing surgical removal of mandibular third molar: a 
single-blind randomized clinical trial. J Oral Maxillofac 
Surg. 2013;71(9):1484–89.  
18. Al-Sukhun J, Penttilä H. The cyclooxygenase-2 inhibitor 
celecoxib and alveolar osteitis. J Ir Dent 
Assoc. 2011;57(1):50–53.  
19. Haraji A, Motamedi MH, Rezvani F. Can flap design 
influence the incidence of alveolar osteitis following 
removal of impacted mandibular third molars? Gen 
Dent. 2010;58(5):e187–89.  
20. Houston JP, McCollum J, Pietz D, et al. Alveola osteitis : 
A review of its etiology, prevention and treatment 
modalities . Gen Dent. 2002;50(5):457-63  
21. Betts NJ, Makowski G, Shen YH, et al. Evaluation of 
topical viscous 2% lidocaine jelly as an adjunct during 
the management of alveolar osteitis. J Oral Maxillofac 
Surg 1995;53(10):1140-4  
22. Schroff J , Bartels HA:Painful sockets after extractions. 
A preliminary report on the investigation of heir etiology 
prevention and treatment (abstract). Dent Res J. 
1929;9:81. 
23. Laird WR, Stenhouse D, and Macfarlane TW. “Control 
of post-operative infection. A comparative evaluation of 
clindamycin and phenoxymethylpenicillin,” British 
Dental Journal. 1972;133(3):106–109,. 
24. Bystedt H, Nord CE, and Nordenram A. “Effect of 
azidocillin, erythromycin, clindamycin and doxycycline 
on postoperative complications after surgical removal of 
impacted mandibular third molars,” International Journal 
of Oral Surgery. 1980;9(3):157–165. 
25. J. K. Barclay, “Metronidazole and dry socket: 
prophylactic use in mandibular third molar removal  
complicated by non-acute pericoronitis,” New Zealand 
Dental Journal. 1987;83(373):71–75. 
26. Kaya GS, Yapici G, Savas Z, et al. Comparison of 
alvogyl, SaliCept patch, and low-level laser therapy in 
the management of alveolar osteitis. J Oral Maxillofac 
Surg. 2011; 69(6):1571-7. 
 
 
Funding: None; Conflict of Interest: None Stated. 
How to cite this article: Dixit C, Singh P. Management 
of Dry Socket: A Systemic Review. J Orofac Res. 2017; 
6(4):27-29. 
 
